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“After all, there’s 
very little difference 


between the sexes!” 


ANN ARBOR 
BATTLE CREEK... 


KALAMAZOO 


So argued a member of the French Chamber of Deputies a 
few years back during a debate on women's suffrage. 


With that a fellow deputy — to his feet and shouted 
with much gusto, 


Yes, long live the difference! And ‘although no one may leap 
to his feet and shout about it, there is a difference between labora- 
tories. And that difference may be great! 


You'll notice that difference in our laboratory. It means we 
can offer you better dentures, faster, more economically — day in 
and day out. Our laboratory knows the value of careful workman- 
ship, prompt service — with sound prices. 


On your next case, call us. You will take one look at our finished 
work and exclaim, 


R. M. SHARP DENTAL LABORATORY 2091/. South Fourth Avenue 
- BATTLE CREEK DENTAL LABORATORY 609-10 Michigan National Bank Bldg. 
RELIANCE DENTAL LABORATORY 517 Dryden Bldg. 
GRAND RAPIDS . . . DAVIS LABORATORY COMPANY 110 East Fulton Street 
. FITCH DENTAL LABORATORY 1502 American National Bank Bldg. 
LANSING LABORATORY 410 Bank of Lansing Bldg. 
sta caetaee QUINN DENTAL LABORATORY Nester Block — 2nd Floor 
MAINE LABORATORY 512 Pontiac State Bank Bldg. 


eas sates MAGNUS DENTAL LABORATORY 504 North Prospect 
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A PATIENT 


QUESTIONS HIS DENTIST 


by Charles Furcolowe 


As far as I’m concerned, my dentist is one of the best prac- 
titioners; yet there is one phase of dentistry in which I’ve had 
a lot more experience than he has —I’ve sat in his dental chair 
more than he ever will. 


Years of leaning back with my mouth open have given me a 
wonderful opportunity to watch the dentist in action, and to 
observe a great many things that a busy practitioner gives little 
thought to—things that may mean a great deal to his patient, 
however. With the indulgence of my own dentist, and for the 
edification of his colleagues, I shall record here some dental 
practices which occasionally make painless dentistry painful to 
patients. Each one, by the way, represents not only a personal 
gripe of mine, but also a criticism made by a number of patients 
when their dentists aren’t around to hear. 


I’ll begin with a subject dear to the heart of any patient — 
his pocketbook. I don’t intend to speak about the amount of 
the dental fee. (Incidentally, though, five dollars for a twenty- 
minute session in the chair—which is about what it usually 
costs me — does run to a rather high hourly rate, even for a pro- 


fessional man.) What I am concerned about, is the penchant 


for submitting bills that aren’t itemized. Really very annoying 
—and very widespread. 


“Spell Out’ the Denta’ Bill 


“Fifty-five dollars for professional servives” my last bill stated. 
Now, I’m not denying that my doctor did \ifty-five dollars’ worth 
of work. He says he did, and he should know. But I would kind 
of like to have the bill broken down a bit. Did he charge three 
dollars apiece for those eight X-rays he took? And five dollars 
for each of those six fillings? (In which case, why wasn’t the 
bill fifty-four dollars instead of fifty-five?) Or were the X-rays 
only two dollars each and the fillings six dollars? (No, that doesn’t 
add up right either.) Anyway, I’d like to know. Is that being 
unreasonable? Incidentally, I think it would make me a little 
less skeptical next time I get my bill. It’s difficult to keep the 
thought of bill-padding out of your mind when a dentist renders 
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one of those cryptic “for professional services” 
statements. 


Too Many X-rays 


Speaking of X-rays, that’s another thing about 
my dentist that annoys me. Sometimes I think 
he must be X-ray-happy. To judge from the 
number of times he took prints of my mouth, he 
must be a photography fiend. I can understand 
why periodic X-rays are necessary, of course, but 
does he have to take half a dozen X-rays every 
six months? — which he does. It strikes me that 
he’s overdoing things a little — at my expense. 


While I’m still on the subject of costs, I’d like 
to know why my dentist doesn’t give me an esti- 
mate of how much he’s going to charge me when 
he marks me down in his book for several visits. 
I can ask him, of course, but why should that be 
necessary? It isn’t with businessmen. Why can’t 
he make it a practice to give me a rough esti- 
mate without any prodding? Then I'd know 
about what to expect, whether I’m going to be 
nicked for twenty-five dollars or a hundred and 
twenty-five —and I wouldn’t get such a shock 
when his bill arrives. 


Appointment-Lag 


More vexing than his failure to give estimates 
is the way my dentist—and many others — 
arranges his appointments. When I have an ap- 
pointment for four-thirty, I like to get in the 
chair at four-thirty, not four-fifty or later. The 
trouble is, he schedules his appointments too 
close together, and they soon start overlapping, 
often as much as twenty-five minutes or more. 
He probably wants to avoid a time lag between 
patients — for which I don’t blame him, but my 
time is valuable too. It’s annoying to find him 
only halfway through with the preceding patient 
when I arrive on time for an appointment. Worse 
than that — and this is also a too-frequent occur- 
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rence —is finding one patient in the chair and 
another still in the waiting room. Result—@ 
least a half-hour shot. 

I can appreciate the fact that unforeseen dif} 
culties occasionally arise which require the dep. 
tist to take additional time, but it happens , 
lot too often to suit me. If I managed my oy, 
appointments that way, I’m afraid I would sog, 
be out of business. 


Chair-Time Cut Down 


Another thing: I like to get what I’m paying 
for. When my time in the chair is cut short I fed 
as though I am being gypped. My dentist usually 
figures on a half-hour per patient, but many 
times he gives me only twenty or twenty-five 
minutes. He has two chairs, which supposedly 


allows him to get more done. Only it doesnt 
always work out that way. For example, I have 
often arrived on time for an eight-thirty appoint 
ment and been promptly ushered into the chai 
in one room. The assistant fastens a bib around 
my neck, fusses about with instruments for 4 
minute, fills a cup of water, and then leaves mé 
After five minutes of staring at the dental dnl 
—in comes my doctor. And where has be been? 
Finishing up with another patient in the chai 
in the next room, on my time. 

Then, just before he gets through with me, he 
frequently disappears again for several minutes 
to get a new patient started in the chair in th 
other room. I don’t suppose I’m being charged 
for this time which is sliced out of my half-hout 
But I can’t help feeling I am being short-changed 
somewhere along the line, and if he didn’t ty 
to cover two bases at once I might at least te 
able to get off with five, instead of six, visits. 


Too Many Visits 


This business of allowing me only a half-hour 
in the chair at a time is another thing that some 
times gets me down. An hour, my doctor says, 
too much time for the average patient to have 
to sit in a dental chair. Maybe so, but I dost 
consider myself an average patient. And neither 
do most of my friends. We would all be mul 
happier about the whole thing if our dentis® 
would arrange three one-hour visits for us, # 
stead of six half-hour sesgions (or seven, whith 
is what it usually amounts to), particularly whet 
the only work we need may be just a few routint 
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fillings and a cleaning job. It’s no use, though, 
my dentist just balks at the idea. 


The Dentist Is Late 


Another thing that irritates me about-this ap- 
pointment business is the way my dentist some- 
times arrives late for early morning sessions. 
When I ask for an eight-thirty appointment it is 
only because I must get to my office at a given 
time. Now, if that’s too early for my dentist, 
that's all right with me. He has a right to set 
his own hours. But when he says it’s okay, I 
expect him to be there. My former dentist used 
to stroll in, time after time, at eight-thirty-five 
or eight-forty with a blithe “Sorry I’m a bit late.” 
Well, if I can get there, he can — especially since 


the time is on me. I have never noticed any de- 
ductions on my bill for the lost time. 


Dusty Offices 


Surprisingly enough, cleanliness is another 
realm in which some dentists are lax. Not that 
their equipment isn’t spotless, few practitioners 
err in this respect these days. Where they some- 
times slip up, however, is in their waiting rooms, 
where the average patient spends a good deal 
of time. Dusty chairs and out-of-date magazines 
—still a common sight in too many dental offices 
—don’t set well, and certainly don’t create the 
proper impression of neatness and cleanliness. 


Personal Hygiene 

Another point about cleanliness: most dentists 
are careful to give their hands a good wash be- 
fore going to work on a patient, but too many of 
them let this rinsing last for the entire visit. For 
example, I once had a dentist who washed his 
hands scrupulously before putting them in my 
mouth, but he never bothered to repeat the pro- 
cess after answering the telephone, which some- 


: The same man was lax in another regard, one 
in which no dentist should ever offend, though 
many do—bad breath. Luckily, however, hali- 
tosis—and B.O.—is the exception rather than 
the rule in dental offices. 


One-Way Conversations 


Much less obnoxious, but sometimes just as 
annoying, is a habit which my dentist seems to 


have in common with a great many of his fellow 
practitioners — he simply can’t resist asking me 
questions when he’s got my mouth full of instru- 
ments. “How did you enjoy your vacation?” he 
asks pleasantly, but by the time he climbs out 
of my mouth, he’s covered a half dozen subjects 
before I can even comment on my vacation. 
Maybe he gets some sort of perverse pleasure 
out of these one-sided conversations, but they’re 
no fun for me; they’re frustrating. 


Mishandling the Fearful Patient 


Another thing that bothers me is his attitude 
toward my fears of being hurt. Like most men 
(women seem tougher, for some reason), I can’t 
stand pain in my teeth. But when I ask my den- 
tist to give me a little novocaine when he’s going 
to drill, he’s apt to brush aside the request scoff- 
ingly: “Oh, come now! You're not afraid of a 
little drilling, are you?” 

Well, I am. But it doesn’t seem to make much 
difference to him. For some reason or other, he 
won’t give me novocaine unless he is pulling a 
tooth. Is the stuff so expensive? 

Incidentally, I often wonder how he acts in 
a dental chair himself. Certainly he has no sym- 
pathy for my pain. Like the dentists of most of 
my friends, he generally adopts the now-this- 
won’t-hurt-you, don’t-be-such-a-baby attitude. 

“Is this going to hurt?” I’ll ask him when he 
hovers over my mouth with the drill. 

“No,” he scoffs. 


But it does, of course. And when I jump, he 
acts a bit surprised and says, “Oops, felt that a 
little bit, eh?” Or, “Hold still, now—TI'll be all 
through in just a second.” (This means approxi- 
mately a minute or more, I’ve discovered.) 

I can stand a little pain, but why doesn’t he 
tell me it’s going to hurt? He usually knows when 


“MAY | SUGGEST, DOCTOR, THAT YOU SEE YOUR DENTIST?” 
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it will, and it would make me feel a lot better 
about the whole thing. Contrary to what most 
dentists seem to think, I like to be prepared. I 
used to be a Boy Scout. 


Bases for Dental Fees 


Not the least of my dental annoyances is the 
way my doctor figures out his fees. He doesn’t 
seem to have any set basis for his charges. Phy- 
sicians have standard fees for home calls and 
office visits. But who knows what a dentist is 
going to charge? Well, maybe the dentists do, 
but I’ve asked at least ten of my friends how 
much their dentists charge for various services 
(fillings, cleanings, and so forth) and not one 
of them could tell me with any certainty. “Oh, 
about four or five dollars for an average filling, 
I guess,” is the nearest they can come. 


A DENTIST 


Now, I realize that the dentist’s answer jy 
such a complaint is that no two cavities are alike 
So far as I can see, the answer is a subterfuge 
which just doesn’t make sense. No two medical 
patients have the same complaint either, but gs 
a rule they're all billed for the same amount fo 
one office visit. Why can’t dentists do the same) 
Isn’t there such a thing as “an average filling”? 
What else would you call those that can be done 
in twenty minutes? 

Well, that about sums up my “case” againg 
my dentist. But don’t get me wrong, Doc. I'm 
not angry, honest. I still think you're one of th 
best, and I’m sure glad to know you're around 
when I need you. But don’t you think you could 
find time some day to do something about theg 
gripes of mine? It would make me-— and a lio 
of patients like me — feel a lot more comfortable 
the next time I sit in that dental chair of your, 
No fooling. 


ANSWERS 


by William Poindexter, D.D.S. 


First, let me explain that I am not Mr. Fur- 
colowe’s dentist. I would hate to have all the 
faults that his dentist supposedly has. I suspect 
that this dentist is a composite portrait, embody- 
ing all the sins—real and imaginary — of all us 
dentists. 

Yet, I am guilty of at least a few of the fail- 
ings Patient Furcolowe mentions, and I’m sure 
that many of my colleagues are likewise guilty 
of some of them. Yes, it would be a rare one 
among us who could escape one or more of the 
complaints leveled at us. So let us see what we 
dentists can do to alleviate such “gripes” where 
they are justified, and correct any erroneous im- 
pressions the patient might get through mis- 
understanding what we do or do not do. If we 
are successful, we will improve the lot of both 
patient and dentist. 

Let’s pass over briefly those criticisms about 
our not being prompt for appointments, inade- 
quate office and personal cleanliness, questioning 
the patient while his mouth is crammed with in- 
struments, and failing to show a sympathetic 
attitude towards the patient’s troubles. It seems 
to me that some of these things are much too 
common with us dentists and could easily be 
corrected by using a little extra care and fore- 
sight. They are personal faults that should be 
eliminated in the elementary stage of any den- 
tist’s practice. As for controlling pain, we should 
routinely offer the patient novocaine, not only 
with extractions, but for cavity preparations as 
well. And if some phase of the operation is going 
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to hurt the patient even a little, he should bh 
told so. In that way, he will learn to trust his 
dentist. 


Too Many Patients 


It is a sober fact that most of us try to se 
too many patients each day, and for this reason 
we invariably run behind schedule, which results 
in an overlapping of appointments. One of my 
friends sees, on an average, twenty-five patients 
every day. I doubt that he gets much done for 
any of them. It isn’t unusual for a patient to walt 
in the reception room several hours past his 
appointed time before finally getting in to se 
the dentist. Yet, we dentists aren’t entirely 
blame for delays. There is a shortage of dentists 
today in many communities because of world 
conditions, especially the demands of the armed 
services, and this throws an added load on usm 
civilian practice. Our patients should be helped 
to appreciate this fact; they might become more 
understanding and less demanding. 


Itemized Bills 


Now let us take up matters relating to ti 
pocketbook and some possible remedies for mit 
understandings between dentist and patient. Ms 
to itemized bills, I think it is unreasonable for 
the patient to demand one. The dentist goes @ 
extra expense to send out statements each month 
as it is, Furthermore, the patient might o@ 
understand an itemized bill if it were sent: Fa 
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Although the patient might pick out key words 
like “filling,” “inlay,” and “X-rays,” and thus have 
some idea of the basis for the dentist’s bill, a 
statement of this kind might raise more questions 
than it would resolve. 


The way to remedy this situation, to the satis- 
faction of both patient and dentist, is for the 
dentist to give the patient an exact estimate of 
the cost and type of work to be done, to do this 
immediately after the oral examination is made, 
and to enter this estimate on the patient’s record. 


Study models of the type fillings or restorative 
work the patient is to receive should be shown to 
him. He will then know what he is getting, and 
he will learn that there is not only a difference 
in the size of fillings, but also in the cost of fill- 
ings, depending upon the materials used. This 
presentation would clear up the misunderstand- 
ing Mr. Furcolowe discusses — the erroneous be- 
lief that two patients spending the same time in 
the chair and receiving amalgam fillings should 
be charged the same. The patient would under- 
stand that one filling may require more work 
and materials than the other, and thus would be 
worth a larger fee. 


Another factor which rules out the time ele- 
ment is this: It. might take thirty minutes to do 
a simple amalgam filling on a nervous patient 
whose mouth filled up frequently with saliva, 
making it difficult for the dentist to work; but 
on another patient the dentist might be able to 
do two complex amalgam fillings in the same 
time, Should both patients be charged the same 
merely because they spent the same time in the 
chair? It would be a simple matter if professional 
charges could be based strictly on a time basis. 

e would be less misunderstandings, but 
unfortunately this is impossible because of the 
dentist's use of differently valued materials and 
because of the laboratory costs, which have to be 
into many of the cases he treats. 


X-rays 

I have left the subject of X-rays until last 
because I wanted to mention first the use of 
stone or synthetic study models in connection 
with educating the patient to restorative work. 
There are also study models which may be 
shown the patient to educate him in the neces- 
sity of having X-rays taken periodically. Few 
of us take X-rays solely for the purpose of sell- 
ing them. I try to take a full set of pictures 
once every two years, and bite-wing pictures on 
each patient at the time of his six-months’ oral 
check-up. 


Slow Down — and Explain 


All in all, Mr. Furcolowe is justified in rais- 
ing questions about procedures and actions he 
doesn’t understand or that he suspects. Instead 
of hurrying through each day (and our lists of 
Patients), why don’t we slow down a little, take 
the time to explain to our patients what we are 
doing, or trying to do, so that they will have a 
clearer understanding of dentistry and of us as 
dentists? Only by correcting our own faults and 
educating our patients to dentistry can we hope 
to better the relationship between patient and 
dentist. There is no other way. 

If Mr. Furcolowe’s comments represent the 
thinking of that non-existent person, the aver- 
age patient, every dentist will want to consider 
Mr. Furcolowe’s points seriously, remove any 
sources for justified complaints in his own office, 
and be prepared to correct erroneous concepts 
his patients might develop because of lack of 
knowledge of dentistry. 


“IT ISN’‘T EXACTLY A PATIENT. HE JUST REMEMBERED 
SPLITTING A COUPLE OF INFINITIVES IN A RECENT 
ARTICLE IN THE JOURNAL.” 


call example, suppose the patient received an item- , 
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terfuge 
nedicaj 
but ‘as 
unt for 
Same? 
filling”? Mr, 
Ong May, Oe 
against fe Cho "Vices Ree, 
> of the 
d a lot 
‘ortable 4.09 
ould be 
rust his 
r to see 
patients 
to wait \ | 
yast his my = 
to see AD \ 
itely 
dentists 
on us if 
‘helped 
for mis ; 
ient. AS 
able for 
goes to 
1 month, 
ght not ‘ 


by Maurice J. Teitelbaum, D.D.S. 


DENTAL NOTES AND NEWS 


A well-known pharmaceutical house is placing 
the first antibiotic mouthwash on the market. 
It has a spicy flavor, is called Tyrolaris, and will 
be available by prescription only. . . . Of the 
carbonated soft drinks, the most acidic sodas 
are colas, ginger ale, lemon, and grape. The least 
acidic are cocoa cream, sarsaparilla, and cream. 
... A survey reported in the Danish Medical 
Journal states that the highest incidence of 
Ulcero-Membranous Gingivitis was found in 
August, September, and October. The reasons 
for this finding were not given. ... The multi- 
tudinous Smiths will have to take a back seat, 
at least so far as New Jersey dentists are con- 
cerned, for there are more Millers practicing 
dentistry in that State than Smiths or any other 
group. Also, there are more than 100 one-dentist 
towns in Jersey. ... Last year saw 10,313 
applicants for admission to dental schools in the 
United States. . . . Of all the questions sent by 
readers to Today's Health (formerly Hyégeia), 
almost 30 percent relate to dental health... . 
A poll taken among some 200 dentists in the 
East revealed the following: favorite dental sub- 
ject, (1) prosthetics, (2) surgery; favorite hob- 
bies, (1) photography, (2) gardening; favorite 
sports, (1) golf, (2) fishing. 


INCI-DENTALS 


Historians say that although the Aztecs had 
plenty of gold on hand, Aztec dentists preferred 
filling teeth with mother-of-pearl and turquoise. 
Imagine how romantic it must have been for 
the young Aztec maiden to have her suitor tell 
her that her eyes were like the blue fillings in 
her teeth. . . . On a television show recently, 
Harry Hershfield said that when he attended 
the fight between Jack Johnson and Stanley 
Ketchell, Johnson hit Ketchell so hard he 
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knocked Ketchell’s bridgework into Harry’s lap, 
Brother, that’s really “putting the bite” on a guy, 
... Probably the strangest filling ever inserted 
was done by a dentist in Quincy, Mass, Hs 
placed a silicate filling in a headstone! It seems 
that a patient of his who was a monument mam 
ufacturer requested the filling to eliminate g 
slight flaw in the stone. The operation was com 
pletely painless... . A thoughtful and 
trious blacksmith in Biddenden, England, made 
a set of teeth for himself out of pieces of scrap 
aluminum. No doubt for a dentifrice he use 
steel wool and scouring powder. 


PRACTICE POINTERS 


Rubber disks, wheels, or polishing cups that 
have become blackened from use may be quickly 
cleaned by rubbing, them with cotton moistened 
with chloroform. 


When using the hypodermic needle on chib 
dren, always keep the needle covered with a 
cotton roll until you are ready to insert it. When 
the child does not see the needle he is less fear 
ful. 


To keep your cotton rolls scented pleasantly 
make a square of baseplate wax, cut out four 
holes, and fill each hole with some cotton that 
has been saturated with oil of peppermint. Plage 
the wax square in your cotton roll jar; it imparts 
a nice odor to the cotton rolls. 


GAGGING 
Patient: The size of your bill made my blood 
il. 


Dentist: Then that will be twenty dollars for 
sterilizing your system. 


In Placing Silicates 


The use of the rubber dam is wiser 
If you want to avoid a salivary geyser. 


There is a story going around that a prominent 
star-studded general was advised by his dentist 
to have all of his teeth removed. After the oper 
tion, the teeth disappeared. Some months later 
a number of the teeth were peddled about at 
a nominal price as a souvenir of the great milk 
tary leader. When the general got wind of this 
he became infuriated and demanded that all of 
his teeth be returned to him at once. At the last 
counting he had received 129 teeth! 


Dental Definition: A dental specialist is one 
who has his patients trained to have oral dit 
comfort during his office hours. A general prat 
titioner has his patients call when he is ready 
to tee off on the first green or when he is pie 
paring to leave the house for the theater. 
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DOUBLE 
TROUBLE! 


by Irv. Leiberman 


The Yeager twins leave but one ey 
clue for people to tell them apart. Tas 

Both are dentists — Dr. Robert 
B. and Dr. Clarence H. —in the Hanna Building 
in downtown Cleveland, Ohio. Their dress is alike, 
and both wear shell-rim glasses. 

Nature gave them identical baldness, but the 
brush mustaches were planned. Their voices are 
so much alike even their wives and best friends 
cannot tell them apart on the telephone. 

They have the same smile, the same teeth, the 
same mannerisms, They have gone through fifty- 
six years of life confusing friends and having 
fun about it. 

As you can well understand, they present 
quite a problem to their patients. Only Mrs. 
Jessie Fouts, their secretary for twenty-seven 
years, keeps the tangle at a minimum. Patients 
ask for Dr. Robert when they are Dr. Clarence’s 
patients. They send money to Dr. Clarence when 
it should go to Dr. Robert. 

Both are musicians, and just to make things 
more difficult— you guessed it!—they play the 


Halloween Patient 


I've finished the tedious toil of the day, 
The grinding, the filling, extracting. 

sent every patient, content, on his way — 
The tardy, the rushed, the exacting, 


The forceps, needle, and explorer are still; 
water spray maketh no murmur. 

And nothing more quiet is, now, than the drill; 

And even the bur makes no whirr-whirr. 


I am done with ikewi 
‘ e wi the ulcer and likewise the 


I have no concern with the tooth. 
pely not get away from my work, none the 


For I'm headed straight back to my youth. 


Thave an appointment with small son (and wife, 
F » one like ghost, one like bumpkin) 

or professional service with our kitchen knife — 
To carve fierce fangs in their pumpkin! 


same instrument! For many years they have 
played twin trumpets in the Cleveland Hermit 
Club orchestra. Both graduated from North- 
western University Dental School in 1917. Both 
married girls from Falmouth, Mass., where they 
spent a vacation together twenty-five years ago. 
They have vacationed together there every year 
since, 

Both have a keen sense of humor, and enjoy 
high popularity in the Cleveland Dental Society. 
When they attended the society’s annual spring 
clinic recently they shook hands all around, and 
everybody was delightfully confused. 

About that one clue to tell them apart: Dr. 
Robert weighs 150 pounds, Dr. Clarence 145. 
Who’s who in the photograph above? We're not 
sure, but we think the gentleman on the left has 
the five-pound look. That would be Dr. Robert. 
So the other chap must be Dr. Clarence. 

Some clue, hey? 


But ‘here is a problem in dental repairs 

I'll enjoy from the time I begin— 

For when I send him out with his teeth, no 
one cares 

If he wears a grimace or a grin! 


Helen Harrington 
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FOR LIVING 


Dr. Baxter R. Sharp: CONSERVATIONIST 
by Joseph George Strack 


Recently William Vogt, one of our great phil- 
osophers of conservation, worked out a formula’ 
that reflects the impact of natural resources upon 
the destiny of every living thing. 

The equation is a simple one: C = B:E. 

C represents the carrying capacity of any 
given area of land, ranging from the capacity 
to provide the elemental necessities of life — 
food, drink, and shelter —to the whole fabulous 
complex of modern civilized existence. 

B means biotic potential, the ability of a piece 
of land to produce plants for food, shelter, and 
clothing. 

E stands for environmental resistance, the 
limitations that are placed on the productive 
ability of the land. 

Thus the carrying capacity of land is the 
resultant of the ratio between the productive 
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potential of the land and the environmental 
limitations that modify the productive potential 

The future of all peoples rests squarely and 
inescapably upon recognizing the fundamental 
relationships of the physical universe expressed 
in C=B:E and acting upon that knowledge, 

Thus far man has largely ignored these rela- 
tionships, with devastating results. Consequently, 
we have been destroying our natural resources, 
our only real wealth — minerals, food, wood, 
water, and wildlife. Country after country ‘has 
depleted its natural resource capital and become 
bankrupt, as Bernard M. Baruch has pointed 
out,” and a frightening number of other nations 
are condemned to the same fate. 

As the earth’s resources for living are dwindl- 
ing, its population is increasing. Three centuries 
ago the world’s population was approximately 
400 million. Today it is more than two billion 
Fairfield Osborn* estimates that two and a half 
acres of average productivity are necessary to 
provide even a minimum diet for each person, 
but today there is less than two acres of average 
productivity per person. 

The United States is no exception to the 
world-wide trend of declining natural resources, 
Our high standard of living is being maintained 
only by living on, that is, depleting, our resource 
capital. William Vogt says that in the last cem 
tury and a half we have lost “one-third of ouf 
topsoil, more than half of our best timber, a 
unknown proportion of reserve waters, and & 
large but unmeasured part of our wild-life.” 

This constitutes the grave problem that cot 
servationists and conservation-minded citizens 
are devoting their time and energy to resolving 
One of the major aspects of conservation is pte 

\William Vogt, Road to Survival (New York: William Sloss 
Associates, 1948). 

2 Ibid. 


3 Fairfield Osborn, Plundered Planet (Boston: Little, Brow# 
and Company, 1 
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tection of our forests. In the last forty years the 
stand of saw timber in the United States has 
declined by 44 percent. The saw-timber require- 
ment of the nation is 50 percent more than the 
annual growth. Thus we have changed from a 
creditor nation to a debtor nation in our timber, 
and are importing instead of exporting. This 
deforestation, along with overgrazing and bad 
farming methods, has brought soil erosion that 
has destroyed 282 million acres of land, crop 
and range, and is destructively active on 775 
million additional acres, according to Dr. Hugh 
H. Bennett. 


Dr. Sharp, Conservation Leader 


One of the conservationists in the United 
States especially interested in reforestation is 
Dr. Baxter R. Sharp, Elgin, Illinois, dentist. Long 
interested in outdoor life, Dr. Sharp is an active 
member of the Izaak Walton League of America, 
Inc., an organization dedicated to protecting 
America’s natural resources. Former president 
of the Elgin chapter and now chairman of the 
reforestation committee of the League’s Illinois 
Division, Dr. Sharp has spearheaded a campaign 
to raise money for forest plantations in the 
Shawnee National Forest in that State. 

In a recent letter to Illinois Waltonians, Dr. 
Sharp said: “When explorers landed, America 
was trees. Today the clearing of forests has af- 
fected the temperature, the rainfall, the length 
of the seasons, and the spread of epidemics... . 
I am one of those who believes that nothing 
which has been granted by Nature is more 
essential to the comfort, health, prosperity, and 
increase of the human race, except the preserva- 
tion of the soil itself, than the preservation of 
the forests.” 

Dr. Sharp’s interest in conservation started 
with a few fishing and hunting trips. He began 
to study wildlife and trees. He planted some pine 
trees on the acreage of the Elgin League chapter. 
He then undertook a systematic study of trees 
and reforestation, supplementing his book know1- 
edge with information from Canadian forest 
rangers, whom he met while vacationing at his 
cabin in Nestor Falls, Ontario. 


A Philosophy About Trees 


_ “Trees are not merely beautiful; they play a 
vital role in our health and our standard of 
living,” he says. “Growing trees give off oxygen, 
which man must have, and absorb carbon di- 
oxide, thus performing a double function in 
purifying the air. They cool and freshen the air 
in the summer and check the sweep of the cold 
air in winter. They protect the fields from drying 
winds, and make living conditions more com- 
fortable. They not only retard temperature and 
humidity changes, but they absorb downpours 
and distribute runoffs. They reduce erosion — 

ch is rotting away our precious natural re- 
sources of land at an alarming rate — to the irre- 
ducible minimum, Forest rills, rivulets, creeks, 


A TREE-PLANTING PROJECT AT THE ELGIN CLUBHOUSE OF 
THE IZAAK WALTON LEAGUE 


DR. SHARP RECEIVING A CHECK TO BE USED IN REFORESTING A DENUDED 
145 ACRES IN THE SHAWNEE NATIONAL FOREST. (Photo, Des Plaines Suburban Times). 


BELOW, THE SHARP CABIN AT NESTOR FALLS, ONTARIO 
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streams, and rivers run clear water, and keep 
running, because of trees, but the streams run- 
ning through our larger cities in semi-arid regions 
crawl along for months as veritable sewers, 
polluted by industrial and human wastes which 
endanger human health and welfare, and even- 
tually rise in mucky wrath to flood stages, wash- 
ing away our homes and factories and farms.” 

Pointing out that the water table of Illinois 
has been declining at the rate of seven feet per 
year because of the steady loss of trees, Dr. 
Sharp says that in Elgin the water table has 
receded more than 300 feet in the last half- 
century, and that some people are considering 
the piping of water from Lake Michigan. “Ade- 
quate forests, wood lots, fence rows on farms 
planted to trees and shrubs, and small ponds can 
help us to keep up that water table,” he says. 
“When a community becomes unfit for wild 
ducks, it is a warning that the community is 
becoming a bad one for humans too. And such 
warnings are appearing all over America. We 
had better take heed.” 


An Invitation to Dentists 


Explaining that the Illinois Division of the 
League is reforesting a denuded spot of 145 
acres in the Shawnee National Forest in southern 
Illinois, he says: “This is, relatively speaking, 
a minor project. But if every community in the 
nation carried out a similar project, we would 
make a substantial start in conserving our na- 
tional resources and improving our health and 
general well-being. The League offers an oppor- 
tunity to all dentists, as Americans, as citizens, 
as taxpayers, and as health scientists, to con- 
tribute constructively to the basic health and 
welfare of the United States for all time to come. 
There are many programs of activities—reforest- 
ation, sanitation and health, conservation edu- 
cation, flood control, water table, to mention a 
few. And to any dentist who is a sportsman, the 
League, as the defender of soil, woods, waters, 
and especially wildlife, offers special opportun- 
ities, for the League is working for the produc- 
tion of more wildlife. As someone has put it, 
‘We must grow five pounds of fish where nature 
supports but one, and grow more yet where no 
water exists today. We must grow two coveys of 
quail, two squirrels, two rabbits, two ducks, two 
doves, where only one is now able to live — and 
grow more where none could survive in recent 
years.’ Today we have more people hunting and 
fishing than ever before, and our wildlife has 
been steadily decreasing.” 

Dr. Sharp has an interesting background. His 
father, “a rebel,” was a cousin of General Robert 
E. Lee, and his mother was a Yankee of Penn- 
sylvania Dutch descent. His father, seven uncles, 
and a cousin were dentists. He has a twenty- 
three-year-old daughter, who is a registered 
nurse; and twenty-eight-year-old son, who has 
managed Beloit College’s basketball team for 
four years and served with the Seabees in the 
South Pacific for three years. 
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Dr. Sharp and his son built their i 
cabin on Sabas-kong Bay of the Lake of 
Woods. “We are still working on the cabin? ™ 
says, “and I hope we never get it finished.” 


A graduate of Northwestern University Deum 
School in 1923, he has been in general practi 
ever since. Mrs. Sharp assists him in his of 
in the Professional Building, Elgin. 


Biggest and Most Important Goal 


A member of several sportsmen’s clubs, bug 
ness groups, and fraternal organizations — as walla 
as dental societies, of course—he spends most # 
his free time gaining converts for reforestation 
and anti-pollution among these and other groups 


“To know man’s physical world at first hand 
to appreciate its potentialities for bettering the 
lot of all mankind, to recognize the implications 
for all time of the grim destruction of these po 
tentialities, and to understand what must be 
done to check that destruction —this is a task 
whose scope is no less than saving the world 
itself and all of its people,” he says. “That's just 
about the biggest and most important goal any 
one could have. Working toward this goal, how 
ever tiny my role might be in this vast scheme 
of things, gives a significance to my avocational 
efforts that is almost religious, in the highest 
sense of that term. Thomas Henry Huxley 
epitomized all this for me when he wrote: 


Suppose it were perfectly certain 
that the life and fortune of every 
one of us would, one day or other, 
depend upon his winning or losing 
a game of chess. 


Don’t you think that we should 
all consider it to be a primary duty 
to learn at least the names and the 
moves of the pieces; to have a 

gambit, and a keen eye for all the means of giving 
_and getting out of check? .. . 


Yet it is a very plain and elementary truth, 
that the life, the fortune, and the happiness of 
every one of us, and, more or less, of those who 
are connected with us, do depend upon our know- 
ing something of the rules of a game infinitely 
more difficult and complicated than chess. It is 
a game which has been played for untold ages, 
every man and woman of us being one of the 
two players in a game of his or her own. The 
chessboard is the world, the pieces are the phe- 
nomena of the universe, the rules of the game 
are what we call the laws of Nature. 


The player on the other side is hidden from us 
We know that his play is always fair, just, and 
patient. But also we know, to our cost, that he 
never overlooks a mistake or makes the smallest 
allowance for ignorance. To the man who plays 
well, the highest stakes are paid, with that sort 
of overflowing generosity with which the strong 
shows delight in strength. And one who plays 
ill is checkmated — without haste, but without 
remorse. 
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by Rolland B. Moore, D.D.S. 


Too often I’ve heard dentists say, “I don’t like 
to work for children. They make me nervous. 
I can’t afford the time. It just doesn’t pay me. 
It wears me out to have a sniffling, contrary child 
in my chair.” 

Such dentists are building their practices for 
today only, without a thought of the future. They 
forget that children grow up and become adult 
patients. I admit there is not much financial 
return in doing children’s dentistry, unless the 
dentist is capable of doing a nice job of ortho- 
dontia. But few of us are qualified to do this, 
and I am not one of them. 


With proper handling, most juvenile patients 
will not make a dentist nervous, irritate him, 
or wear him down. I have had children come 
into my office and begin crying. I have had them 
refuse to get into my chair; and if they did, 
refuse to open their mouths, keeping their jaws 
clamped together as tight as a vise. 


However, children are as much individuals as 
adults, Just yesterday morning I had a couple 
bring their ten-year-old daughter into my office. 
On examination I found three teeth that should 
be extracted. I never had a nicer, more coopera- 
tive patient than that little girl. 


Learn the Child’s Interests 


Here is the way I handle children. I never 
try to cajole or force a child into doing what I 
want him to do. I first learn if he lives in the 
country or in town. Then I start to fiddle around 
my instrument cabinet. Over my shoulder, I 
casually ask, “Do you have a dog at home?” If 
the child lives in the country the reply is invari- 
ably yes. Then I ask what the dog’s name is, 
comment on the name, and mention that I have 
@ dog too and like dogs. About this time the 
child has eased up, relaxed somewhat. His tense 
expression is gone. 


building 


tomorrow's 
practice 


But I still don’t attempt to do any work. My 
objective is to get the child’s mind off the 


_ fact that he is in a dental office, and to assure 


him that I am not the ogre he had expected me 
to be. Then, after a moment of telling about 
my own dog, I soon get him to tell me all about 
his dog. If the child doesn’t have a dog, I learn 
if he has another pet, and discuss that pet. In 
other words, I always talk to the child about 
whatever he seems to be most interested in — 
and I never let the conversation lag. 


If it is a dog we are discussing, I say, “Dogs 
always have such nice, white, clean, strong teeth. 
They can chew bones.” The child agrees with 
me. Then I point out that if a certain black spot 
were removed from the child’s front tooth, the 
tooth would be as white as his dog’s, and ask if 
the spot should be removed. The reply inevit- 
ably is yes. I polish the spot off, and manage 
also to clean the labial surfaces of all the front 
teeth. While I am doing this, I take a quick 
look-see and usually find some cavities. Then I 
hand a small mirror to the child so he can see 
how clean the teeth look. I ask, “Don’t they look 
just fine now? Even Skippy would be proud to 
have teeth so white and nice.” By this time we 
have had a pleasant little visit and have gotten 
acquainted. I have not hurt or frightened the 
child in the least. 


When I finish with a child, I follow through 
with: “That is all for today. If it weren’t for 
*those two little holes in your teeth, you’d have 
nicer teeth than Skippy has.” Usually some such 
remark builds the desire in the child to have 
those cavities taken care of. The child has de- 
veloped confidence in me, and agrees to come 
the next day and have the teeth filled. 


Many dentists are too rough or impatient with 
children; they want to hurry, because they be- 
lieve they can’t afford the time required. Some 
will work too long at one visit with a child. 
Doctor, little folks get tired quickly, whether you 
believe it or not, and we dentists should bear 
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this in mind. I seldom, if ever, work longer than 
a half hour or forty-five minutes on a child. 
A tired child is a fretful child. - 


I find it helpful to learn the child’s first name 
immediately, and to address him by it. When a 
new child patient comes in, I ask if he or she 
has been having toothache, or if food lodges in 
a tooth. If the reply is yes, I ask him if he doesn’t 
think it a good plan to stop all that trouble. 
I assure him it will not hurt, and that I will go 
“just as easy as easy.” I show the child a mouth 
mirror and explain what I use it for. I let him 
handle it and look at his teeth with it. Soon the 
child agrees that his dental trouble should be 
removed. 


Gain the Child’s Confidence 


The main factor in children’s dental work is 
to gain their confidence. Once you have that, the 
rest is easy. If you promise not to hurt them, but 
do, you will lose that confidence — fast. You will 
be in for trouble from then on. Never, under any 
circumstances, mislead a child by telling him 
dental work won’t hurt, when you know that it 
will to some extent. If you know it will hurt 
somewhat, tell the child it will, but explain it 
won't be too painful. Watch a child’s eyes closely, 
for they tell when a child is experiencing pain. 


They cloud with unshed tears and have a 
scared look in them. Consequently, I glance at a 
child’s eyes every few seconds. Remember, Doc- 
tor, if you hurt a child on this first visit to your 
office, it may be his last visit to you. And if you 
work too long at the first visit, that may be equal- 
ly bad. 

Speaking of obtaining the confidence of a 
child reminds me of a patient I had named Ken- 
neth. It took a lot of visiting with him before I 
gained his trust. His father was a professional 
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“YOU WERE SO GOOD, JIMMY — HERE’S A NICE TAFFY APPLE. 
SEE YOU AGAIN!” 
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Watch That Finger! ———— 


The little lad is not afraid 

Of dentist or of chair. 

Perceive how boldly he displayed 
The tooth I must repair. 


He never falters, shrinks, nor quails; 
All that is quite beneath 

A fellow cold and hard as nails, 
And sharp — just like his teeth! 
No, he’ll not flinch; I’m sure of that, 
Nor take it on the lam. 


He’s not a-scared — the hard-nosed brat — 
But, saints above, I am! 


Helen Harrington —— 


ballplayer, and of course I knew the boy would 
be a ball fan. So I talked baseball to Kenneth 
and we got along splendidly. I finished several 
fillings in the three visits he made to my office 
with his father. A few months later, Kenneth 
came to my office after school —all by himself, 
He said, “Doctor, I have a hole in my tooth! 
want you to fix. I know you won’t hurt me be 
cause you never have.” I filled the tooth. 


The first of the month I sent a statement to 
the parents. Kenneth’s mother came in to pay 
it. “I never was so surprised in all my life,” she 
said. “To think Kenneth would come to your 
office all by himself to have a tooth filled!” 


Many years ago I was associated for a short 
time with a dentist who became diabetic and 
could do no work himself. There was another 
dentist in the office besides myself. I was & 
signed to do all the work for juvenile patients 
In my operating room there wasn’t any scream 
ing or crying from frightened children. It was 
quiet as the other operating room. One day my 
ailing associate said to me, “Rolland, you seem 
to get along with children unusually well. I dont 
see how you do it. Tell me, what’s your secret?” 
I asked him to spend an hour or two with me 
that afternoon so that he would see for himself 
Everything went well. I employed my usual tae 
tics. He sat and listened attentively. 


When I finished with all the children, he said: 
“I see now how you do it. I noticed particularly 
that you find out what the child is most inter 
ested in, then you ask him just enough questions 
to keep him talking so that he forgets he’s m8 
dental office. But don’t you get tired of asking 
questions and talking?” 

I grinned. “Sure I do, and I often wonder what 
I am going to ask next.” 


A Minimum of Drilling 


Individual techniques probably should remail 
individual techniques, so I will describe mit 
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the reader might be interested in 
I do besides talk to child patients. 
I use the drill as little as possible, depending 
more on sharp spoon excavators. If - have a deep 
cavity to work in where the nerve is exposed, or 
where it would be if all the decayed tooth sub- 
stance was removed, I do not try to remove that 
directly over the exposure. I apply a nerve cap- 
ing that I have used successfully for years. I 
apply it gently and allow it to set for a few min- 
utes. Then, with a spoon excavator, I scoop out 
all the excess, leaving that which is directly over 
the exposure. The capping is mixed to heavy 
paste and pushed very gently down into the 
cavity with a pledget of cotton. The first piece 
of alloy I put in the cavity is quite wet. This is 
gently tamped down. The next piece is a little 
drier, and the next still drier. The final piece is 
quite dry. The filling is then finished up and 
burnished. This works wonderfully well for tem- 
porary teeth. The nerve capping has the proper- 
ty of stopping decay. The filling will last until 
the permanent tooth is ready to erupt. I have 
never had a nerve die under this capping, and I 
have used it for over ten years. 

Some dentists, many perhaps, block the nerves 
when working on children to avoid hurting them. 
They belong to the school of thought that in- 
sists the block or infiltration anesthetic should 
precede the cutting and excavating of all large 
cavities in deciduous teeth, and that, in general, 
it should be used when operating on the perma- 
nent tooth. 

I don’t, because I believe it frightens a child 
too much to have the needle used. Let me con- 
fess that so far as.I am personally concerned, I 
have had the needle used on me all too often. 
It still scares the giblets out of me. So rather 
than use the needle on children, I am unusually 
gentle, and find that it pays better dividends. 


Advantages of Parents in Operating Room 


I have had dentists tell me that they want 
parents to stay out of their operating room when 
they bring their children for dental work. I be- 
long to the school of dentists that disagrees. I 
want the parents to come in with their children. 
It gives me the opportunity to show them the 
condition of the children’s teeth and to explain 
what it is necessary to do and why. Then, too, 
the presence of a parent gives the child a sense 
of security that all will go well with him. Inci- 
dentally, the presence of the parents in the op- 
erating room often leads to additional dental 
work. For instance, a father brought his ten- 
year-old son to me one day. The boy was won- 
derfully cooperative. When I had completed his 
work, his father said, “As long as I am here, you 
might as well look over my own teeth and see 
what they need.” He required two fillings, and 
I did that work also. If he hadn’t come into the 
operating room with his boy, the chances are he 
would not have thought of his own dental needs. 
_ The most unusual incident I ever experienced 
in this way occurred one evening when a grand- 


father came into my office with his grandson, a 
boy about nine years of age, and his granddaugh- 
ter, a child of five. The boy needed a couple of 
alloy fillings. While I worked for him, I noticed 
his sister was very much interested. When I fin- 
ished, the three of them left the office. 

The next day after school all three of them 
returned. The grandfather said the little girl had 
looked at her brother’s fillings that evening at 
home. Because she had no fillings, she became 
so jealous she cried until her grandfather pro- 
mised to take her to the dentist also. Fortunately 
for all of us, perhaps, I found two cavities in the 
little girl’s teeth. Everybody seemed happy at 
the discovery. I filled the cavities. 

When I had completed the work, the grand- 
father said, “I wonder what you could do for my 
own teeth?” Examination showed that he had 
no upper teeth but had seven below. The lower 
ones, though, were healthy, without cavities or 
fillings. I recommended a full upper and a par- 
tial lower. I took the impressions that same day, 
and made his dentures for him. 


Children Preferred 


Considering over-all dental practice, I prefer 
most working with children; second, new or re- 
pair denture work; and last of all, work for ad- 
ults. 

Sure, there are a few children no dentist can 
handle, just as there are some adult patients who 
are “impossible.” It would be as foolish to reject 
all child patients because of the very few difficult 
children as it would be to reject all adult cases 
because of a minority of cranks. 

We must remember that it is our professional 
obligation to treat both children and adults. And 
let us not forget that those we won’t work with 
as child patients we probably won’t have the 
— to work with as adult patients 
ei ! 


“ — THESE COWBOYS ARE HOLDING YOU CAPTIVE, SEE! 
THEY’VE GOT THE TREASURE HIDDEN IN YOUR MOUTH 
AND WE'VE GOT TO CAPTURE IT!” 
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A DENTIST 


by Joseph Murray, D.D.S. 


According to the popular song writers, when 
smoke gets in your eyes people will say you're in 
love. But what happens when smoke gets in your 
teeth and gums? From my own observations for 
over a period of twenty years, nothing appreci- 
ably good or bad does occur. 

In the case of the average smoker, tobacco will 
stain the teeth and irritate the mucous mem- 
branes of the mouth, causing a mild inflamma- 
tory condition. As a matter of fact, I have found 
that most smokers, especially those addicted to 
cigars, seem to develop an immunity to caries. 
On the other hand, they appear to be more prone 
to gingivitis and periodontal lesions in general. 

An authority like Dr. Samuel Charles Miller 
attributes smoker’s angina (a.choking or suffo- 
cating feeling in the throat) to the prolonged use 
of tobacco. He also feels that factors which might 
contribute to cancer of the mouth and throat 


are: irritation caused by smoking and chewing’ 


tobacco; heat and pressure from the stem of a 
pipe; and heavy smoking, especially of cigars 
and pipes. 

Although the etiology of chronic glossitis is 
not always determinable, Dr. Miller is of the 
opinion that tenderness of the tongue and slight 
denudation and prominence of the papillae are 
frequently observed in heavy smokers. 

In his excellent book, Oral Diagnosis and 
Treatment, he suggests that various types of leu- 
coplakia may cause a predisposition to cancer. 
He lays special emphasis on the hornified kind 
(raised, easily palpable lesions, with a tendency 
to crack), which should be considered definitely 
precancerous. It is associated usually with ex- 
cessive pipe smoking and occasionally with ex- 
cessive cigar smoking. 

Yet, when an inquisitive patient asks, “Is 
smoking harmful to the teeth and gums, Doc- 
tor?” I cannot truthfully answer in the affirma- 
tive. 

As a rule, I will reply, “If not indulged in ex- 
cessively.” 

Moreover, should an apprehensive patient in- 
quire if he may smoke after an injection of novo- 
caine or after an extraction, I will invariably say: 
“Go right ahead.” I definitely feel that the psy- 
chological lift of a few puffs of a cigar or cigar- 
ette will far outweigh any minor physical irrita- 
tions that may ensue. 
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EVALUATES SMOKING 


Especially since the publication of the findings 
of the late Dr. Raymond Pearl of Johns Hop- 
kins have smokers become anxiety-ridden and 
cancerphobic. 

None the less, there have been articles pro and 
con on this theory in scientific literature. Dr. 
Leopold Lichtwitz, well-known internist of Mon- 
tefiore, concluded, “Fear about smoking is non- 
sense.” He demonstrated that cancer of the lung 
occurs just as frequently in people who don't 
smoke as it does in those addicted to tobacco. 


Undoubtedly, excessive smoking can irritate 
the throat and cause coughing. But try to break 
an inveterate smoker of the habit and see how 
quickly his emotional stability is threatened. 


Surprisingly enough, the American Cancer So- 
ciety, official cancer education organization for 
American medicine, had this to say recently: 


Authorities have long differed over the ques- 
tion of whether tobacco smoking is related to 
the increased incidence of lung cancer. A com- 
parative analysis of five reports on the subject 
by the National Cancer Institute indicates one 
thing clearly — any definite answer to this ques- 
tion must follow further experimental work and 
statistical studies. One such study is in progress 
as the result of a special cancer-control grant 
awarded by the N.C.I. to Drs. L.S. Snegireff and 
H.L. Lombard of Harvard University. The Har- 
vard group will study exposure to occupational 
hazards, previous lung diseases, hereditary 


“PREPARE FOR AN EXTRACTION. AND INCIDENTALLY, MISS 
BROWN, HAVE YOU SEEN MY LUCKY RABBIT’S FOOT?” 
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background and air impurities in the environ- 
ment, as well as smoking habits of lung-cancer 
patients. One interesting report from the N.C.I. 
concerns work done with mice having a high 
spontaneous incidence of lung tumors. These 
mice, when exposed to tobacco smoke for four 
or five hours daily for a year or more, showed 
NO increase in lung tumors. 


A well-known psychiatrist, Dr. Alfred Blazer, 
points out that even in the case of cardiac dis- 
ease some physicians will allow their patients to 
smoke. 


Usually, when tobacco was denied the patient 
it was discovered that the doctor himself was 
an abstainer; and conversely, the physician who 
was conditioned to smoking did not deprive his 
patient from this psychological stimulant. 


As a matter of fact, with some cardiacs the dif- 
ference between restlessness and relaxation is 
only a good cigar. That goes for dental patients 
too. 


Like fashions in dress, there are trends and 
cycles in medicine and dentistry — and the pro- 
gressive physician or dentist is cognizant of them. 


At one time people with high blood pressure 
were forbidden to drink any alcoholic beverages, 
until psychiatrists and internists showed that 
temperate drinking had a relaxing effect on 
many people, with consequent lowering of blood 
pressure. 

Chain smokers suffering from hypertension 
often show an increase in pressure when forced 
to give up the habit; yet, upon resumption of 
smoking, there is a decided drop. 


Of course, where definite allergy tests show 
reactions which are corroborated clinically, 
smoking should be stopped. 


It is not my intention to contradict certain 
medical and dental authorities about the dele- 
terious effects culminating from the prolonged 
use of tobacco. Yet, as I believe I have demon- 
strated, there is sufficient evidence to prove that 
a certain amount of mental satisfaction, easing 
of tension, and serenity of mind are obtained by 
those who cannot break the habit. 


It should also be remembered that life insur- 
ance companies, backed by their research and 
actuary departments, do not reject applicants or 
increase their premiums if they are heavy smok- 
ers. Their medical records show that smoking 
does not shorten life. 


Smoking, therefore, is condemned or con- 
doned, depending upon how it is evaluated. To 
countless thousands it is not only a boon and a 
blessing but a means of peaceful relaxation. To 
legions of others it is a vice and a curse, not un- 
like addiction to drugs or drink. 


__ As for me, I have no ulterior motive for urg- 
ing My patients to puff the popular weed. Con- 
fidentially, I never “touch the stuff.” 


A hopeful sign in cancer contro! is contained in a study showing that 
cancer death rate among surgeons is only two-thirds that of adult males 
Society points out that 
“cancer mortality could be cut by one-third if the public knew, as surgeons 
that cancer is highly curable when detected and treated early.” 


of the general population. The American Cancer 


Data On Cancer 


Cancer, when detected early and treated 
promptly, is one of the most curable of the de- 
generative diseases, but: 

Although surgeons and radiologists, with their 
present knowledge and skills, can cure almost 90 
percent of early breast cancers, the actual cure 
rate today is only about 35 percent. 

Although they can cure 80 percent of early 
rectal cancers, the cure rate now stands at 14 
percent. 

Although they are able to cure 45 percent of 
small, early stomach cancers, the cure rate is 
only 4 percent. 

This disparity exists in most of the other body 
sites where cancer can occur. 

Why? 

The American Cancer Society says the prin- 
cipal reason is that people are not alert to the 
early warning symptoms of the disease and thus 
do — seek treatment until cure may be impos- 
sible. 

The seven danger signals, keys to early diag- 
nosis, are: 

1. Any sore that does not heal. 

2. A lump or thickening in the breast or else- 
where. 

3. Unusual bleeding or discharge. 

4. Any change in a wart or mole. 

5. Persistent indigestion or difficulty in swal- 
lowing. 

6. Persistent hoarseness or cough. 

7. Any change in normal bowel habits. 

The appearance of any of these symptoms 
may not mean cancer is present, but a visit to a 
physician certainly is indicated. 
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ETHYL CHLORIDE TECHNIQUE 


FOR CLOSING 


ALVEOLAR BONE RAPIDLY 


by Charles A. Levinson, D.M.D. 


Ethyl chloride produces a satisfactory local 
anesthesia by freezing, and it is probably the 
best agent used for such work. It has been used 
with excellent results for the extraction of teeth, 
immediate removal of pulp, the opening of ab- 
scesses, and other minor operations about the 
oral cavity. 


I wish to introduce a new usage for ethyl chlo- 
ride — as an excellent adjunct for closing alveolar 
bone rapidly after the extraction of teeth. The 
technique is as follows: 


After the extraction of one or more teeth your 
patient should return for a check-up, especially 
if you are going to insert an artificial tooth or 
teeth in the area of the extraction. To obtain 
quick results in the healing of the gingival tissue 
and alveolar bone, we must assist nature in her 
healing processes. After the clinical examination 
has been made and X-rays have been taken, 
study casts should also be made, especially in 
multi-extraction cases or in edentulous mouths. 
The ethyl chloride spray tube is brought into 
use. Insert a saliva ejector into the patient’s 
mouth. Tissues to be anesthetized should first be 
dried, well surrounded by a film of vaseline, and 
protected by cotton rolls and napkins, to prevent 
the anesthetic from running into the patient’s 
throat. 


Do not use ethyl chloride near an open flame, 
for it is highly inflammable. Palpate the gingival 
tissue and press against the alveolar plate to de- 
termine where the sore spots are in the area of 
recent extractions. Some of these spots exude ex- 
cruciating pain upon pressure, because of slow 
healing within the maxillary or mandibular alve- 
oli. Saturate two cotton rolls with the ethyl chlo- 
ride spray. Place one roll on the labial or buccal 
surface of the gingival tissue, in the area of the 
extraction; and insert the other roll on the lin- 
gual or palatal gingival tissue. Ask the patient to 
breathe through the nose and exhale forcefully 
through the mouth, With the thumbs or index 
fingers, hold the saturated ethyl chloride cotton 
rolls in position until the gingival tissue becomes 
anesthetized. This normally takes place within 
thirty seconds to a minute. The tissue becomes 
white. The patient feels as though he had “dry 
ice” in his mouth. Ask the patient if the tissue 
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feels numb. If the answer is positive, then exes 
pressure on the cotton rolls gradually, increasing J 
the pressure between the thumbs or index finger 
as forcefully as the patient can tolerate the pro 


- cedure. The patient can guide you step by step 


on your pressure by simply tapping your elboy 
After two minutes or more, the gingival and aly. 
olar tissues will be completely anesthetized 
Then you will be able to use the maximum 
amount of pressure until you have “ironed” og 
all distended bony areas and the internal and 
external alveolar plates are pushed back to thei 
normal positions —all without the patient 
periencing any pain, just pressure. 

No matter how turgid the gingival tissue and 
alveolar plate may be after any extraction, by 
using this technique you definitely will cause 
all the tissues in the area of extraction to heal 
rapidly, so the construction and insertion of the 
bridge or prosthetic appliance will not be de 
tained. Usually, a few of these ethyl chloride 
treatments are advised; however, the number de 
pends upon whether or not the alveolus is free 
of infection. The more infection in the alveolar 
bone, the more treatmerits will be necessary. 
Penicillin should also be used when necessary, 
for it will assist in making the mouth infection 
free. Thus in a very short period the gingival and 
alveolar tissues will heal very rapidly, and the 
patient will be gratefully ready for restorative 
procedure. Also, the patient will not experienct 
any pain or soreness of post-extraction tissua 
during the healing process. 
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